ABSTRACT Objective: To assess relations between sexual compulsivity and a history of sexually transmitted infection (STI) diagnosis and testing among a community-based sample of men who have sex with men (MSM) in a mid-size urban area of the midwestern United States. Methods: Sexual health data were collected from 504 MSM in the metropolitan area of Indianapolis, Indiana, using a community-based participatory research approach. Sexual compulsivity scores were assessed using the Sexual Compulsivity Scale (SCS). Results: The reliability and construct validity of the SCS were determined to be high in the total study sample. Men who scored high on the SCS reported higher levels of sexual risk behaviour with both male and female partners and were significantly more likely to have been diagnosed with STI (including chlamydia, gonorrhoea, both hepatitis A and B, and syphilis) than other men. Men who scored high on the SCS were not more likely than other men to have been tested for STI, despite higher levels of sexual risk. Conclusions: The SCS may be useful as a supplemental instrument in public health programmes and healthcare settings that encourage men to assess their sexual behaviours and make decisions to pursue STI or HIV screening. For those already diagnosed with an STI, the SCS may help providers to identify the cognitive and affective components of sexual behaviours that increase the likelihood that an STI will be transmitted to a sexual partner.
Relations between sexual compulsivity and participation in behaviours that have a high risk of HIV infection have been well documented. [1] [2] [3] [4] [5] [6] [7] [8] [9] [10] [11] Sexual compulsivity has been defined as ''an insistent, repetitive, intrusive, and unwanted urge to perform specific acts often in ritualised or routinised fashions''. 6 Sexual compulsivity has been studied and measured across a range of disciplines, 12 frequently using the Sexual Compulsivity Scale (SCS) 6 (see table 1 ). The SCS has demonstrated reliability and construct validity, and is predictive of HIV-related risk behaviours. 1-11 13-17 Little work has, however, explored relations between sexual compulsivity and sexually transmitted infections (STI) other than HIV.
A comprehensive assessment of sexual health among men who have sex with men (MSM) was conducted in Indianapolis, Indiana, which in 2006 had among the highest rates of syphilis and other STI in the United States 18 19 Most US studies have focused on HIV and other STI-related issues among MSM in large urban areas on the east coast (New York, Philadelphia and Baltimore) or the west coast (Los Angeles and San Francisco). Little previous research has explored the lives of MSM in mid-size midwestern cities such as Indianapolis. This study sought to assess relations between sexual compulsivity and a history of STI testing and diagnosis among MSM in this community.
METHODS Background
Using a community-based participatory research framework, 20 21 researchers from Indiana University, Bloomington, and several Indianapolis-based entities (eg health clinics and community-based organisations) collaboratively determined research questions, developed study instruments, designed strategies for participant recruitment, and collected data.
Participant recruitment and data collection
Recruitment and data collection included both venue and Internet-based strategies. Venue-based sampling yielded the highest number of participants (n = 385). Researchers and community members administered the survey to men in four predominantly gay bars (n = 259), two all-male bathhouses (n = 97), and a ''House Ball'' event (n = 29). Each participant received a US$10 retail gift card upon completing the survey. Using the Internet, community partners recruited 119 participants in local MSM-oriented chat rooms, who completed the study instrument via the Internet and were eligible to win one of 10 US$100 retail gift cards.
Classification of ''high'' versus ''low'' compulsivity Consistent with previous studies, 13 15 22 participants who scored higher than one standard deviation above the mean were classified as high in sexual compulsivity; those falling at or below one standard deviation above the mean were classified as low in sexual compulsivity.
Statistical analyses
Using version 14.0 of the Statistical Package for the Social Sciences (SPSS Inc, Chicago, Illinois, USA), univariate and bivariate analyses were conducted to describe the sample and characterise relations between SCS scores and participant characteristics.
RESULTS

Participant characteristics
Participants included 504 men, 80% of whom (n = 400) identified as homosexual, with an additional 16% (n = 80) identifying as bisexual. The mean age of the sample was 34.7 years (SD 10.6). Seventy-nine per cent of the sample identified as white (n = 400), 14% as black (n = 68), and the remainder as other ethnicities (7%, n = 36). The majority of participants (52%) identified themselves as single (n = 268). Twenty-eight per cent were in a partnered relationship (n = 147), 10% were divorced (n = 51), 5% were married (n = 28), 2% were widowers (n = 11), and the remaining 3% indicated they were in other types of relationships (n = 13). In terms of education, 82% had at least attended college (n = 409), 49% had at least earned a bachelor's degree (n = 243), and 19% reported achieving a postgraduate degree (n = 93).
SCS reliability
The reliability of the SCS was determined to be high in the total study sample. All item-total correlations were 0.50 or higher (see table 1 ).
SCS and participant characteristics
Participants with higher compulsivity scores were more likely than those with lower scores to report that they were in a sexual relationship with more than one person, or were sexually active outside the context of a relationship, x 
SCS and venue use
Mean SCS scores did not differ according to the venue in which participants were recruited. Logistic regression analyses were conducted to assess whether a participant's use of specific venues for meeting sexual partners was predictive of a high sexual compulsivity classification (table 2) . Men who reported meeting sexual partners on phone chat lines and cruising spots had significantly higher odds of scoring highly on the SCS measure, although these scores were elevated for men across all venues.
SCS and sexual risk
The SCS demonstrated construct validity in this sample in relation to numbers of sexual risk behaviours and sexual encounters. Men who scored high on the SCS were more likely to have engaged in unprotected insertive anal sex with other men than those with low SCS scores (x 2 (1, 503) = 9.522; p = 0.002). In addition, these men were also more likely to have engaged in unprotected insertive vaginal sex with female partners than those with low SCS scores (x 2 (1, 502) = 4.808; p = 0.028).
SCS and HIV diagnosis
Of the total sample, 9.5% (n = 48) reported having been diagnosed with HIV. There were no significant differences in the mean scores of SCS in relation to HIV diagnosis.
SCS and STI diagnosis
Men who scored high on the SCS were significantly more likely to have been diagnosed with STI than other men (see table 3 ). These infections included chlamydia, gonorrhoea, both hepatitis A and B, and (marginally) syphilis.
SCS and previous STI testing
In terms of testing in the overall sample, a total of 154 men reported being tested in the past year. The majority of these (n = 66, 43%) were in a hospital setting, followed by private doctor (n = 32, 21%), clinic (n = 10, 15%), and other sites (including health department, MSM venues, and jail).
Of note is the fact that men who scored high on the SCS were no more likely than other men to have been tested. Of those who scored low on the SCS, 55% (n = 243) had been tested for STI in the past year, whereas 50% (n = 31) of those who scored high had been tested for STI in the past year.
DISCUSSION
This study offers unique contributions to the sexual health literature as it documents strong associations between sexual compulsivity and the likelihood that one has received an actual STI diagnosis. The vast majority of previous research in this area has only considered relations between sexual compulsivity and sexual behaviours, most often among HIV-related clinical samples, without the benefit of data related to STI diagnosis and screening. Consistent with previous studies, men in this sample who scored high on the measure of sexual compulsivity were also those whose behaviours posed the highest potential for STI exposure or transmission. In addition, men with high sexual compulsivity scores were also those with actual reports of a previous STI diagnosis.
Several study limitations must be acknowledged. Venuebased convenience sampling was used to recruit the participants and, as the choices of venues for meeting sexual partners in this community were limited, may have affected the compulsivity scores observed. This study was also conducted in order to assess these issues within the context of a specific and understudied geographical area; generalisability to other MSM communities may therefore be limited. A cross-sectional survey method also limits the capture of complex associations between sexual behaviour and actual risk. In addition, we did not assess behaviours that included the use of condoms or other barrier devices. Future studies should include such measures of protective as well as risk behaviours.
Although our findings indicate that those with high sexual compulsivity scores were those with a higher likelihood of diagnoses of some STI, it is important to note that sexual compulsivity was not associated with the likelihood that one had sought STI screening in the past year. It was hypothesised that men in the high sexual compulsivity category would be more likely to report STI diagnoses, but perhaps this would be a result of higher rates of routine STI screening by these men. This was, however, not the case in our sample. These findings highlight the need for healthcare workers and public health interventionists specifically to address the behaviours and cognitions of those men who report elevated levels of sexual compulsivity.
The findings of this study also suggest that the SCS might be useful as a supplemental tool in healthcare settings and public health programmes that encourage men to assess their sexual behaviours and make decisions to pursue STI or HIV screening. Practitioners in clinics in which men have already received a diagnosis of an STI may also find the SCS helpful as a tool for the identification of the cognitive and affective components of sexual behaviours that increase the likelihood of STI transmission.
